(I966), Martin Walker (quoted by Davies and Panter, I968), and Mills and Lewis (I97i) . Ruben (97I) , in considering soft contact lenses, noted that in adult aphakics tolerance of reduced optic lenses is very good, but management, especially in lens removal, often proves difficult. Kelly and Butler (1971) , in their series of cases of non-traumatic bilateral cataract using the offset contact lens, found 20 per cent. of patients unable to wear the contact lens. Stanworth (1972) , in his series of 2I unilateral aphakic patients, found that five had abandoned or almost abandoned wear of their perilimbal contact lens after some years' wear. Despite the advantages of successful intraocular acrylic lens implantation in aphakia, fear of long-term complication has denied the procedure universal acceptance. Barraquer (1970) stated that, because of various complications, he had removed some 200 out of400 anterior chamber lenses.
Choyce (I964) summarized the theoretical dangers to the eye after anterior chamber lens implantation as follows:
(I) Damage to the corneal endothelium resulting in endothelial corneal dystrophy;
(2) Chronic iritis with, or without, secondary glaucoma;
(3) Progressive fibrosis of the uveoscleral meshwork resulting in glaucoma from obstruction to aqueous flow; (4) Late dislocation of the implant into the vitreous or suprachoroidal space;
(5) Sympathetic ophthalmitis D However, in I970, he concluded that complications of Mark VIII surgery were almost entirely confined to the first postoperative year and that the Mark VIII series when compared to the Mark I should remain trouble-free for the rest of the patient's natural life. In view of the divergence of opinion as to the advisability of implantation of anterior chamber lenses in cases ofaphakia, it was felt that an independent report on a series of such patients in which an anterior chamber lens had been in situ for some years would be of value. With this in mind the author approached Mr. Choyce who agreed to an independent examination of his own cases.
It is not intended to compare directly the results in this paper with the findings of Pearce (1972) (4) Dilatation of the pupil can be effected without fear of dislocation of the implant for examination of the periphery of the retina; this is of especial importance in the event of a retinal detachment.
(5) There is little, if any, likelihood of dislocation of the implant, whereas Pearce (1972) shows corneal dystrophy with vitreous fibrosis and the visual acuity is counting fingers only. Case g This eye developed uveitis 6 months after the operation with iris bombe followed by secondary glaucoma, necessitating a further basal iridectomy. The eye is irritable with a membrane from the lens to the cornea. Corrected visual acuity 6/36. The two cases of uveitis have seriously affected the patients' visual result despite the use of systemic and topical steroids.
SERIOUS CORNEAL COMPLICATIONS
Fear of serious corneal complications is the main reason why intraocular acrylic lens implants have not been generally accepted, especially in view of the relatively low incidence of bullous keratopathy in routine cataract surgery. However, it should not be forgotten that bullous keratopathy does arise even in uncomplicated cataract surgery.
SERIOUS CORNEAL CHANGES
Bullous keratopathy occurred in one eye, an incidence ofjust over I per cent. This patient (Case Io) had an implantation 6 years ago. Postoperatively the visual acuity was recorded as 6/9 but bullous keratopathy developed and a corneal inlay had to be inserted 8 months ago. The eye is now quiet with a visual acuity of 6/24 part.
LESS SERIOUS CORNEAL CHANGES
Less serious corneal changes occurred in nine eyes (I3-2 per cent.) with a further case in which corneal dystrophy had been noticed before surgery: Case II The average time since implantation in the above eyes is 6-6 years, all except Case 8 having been in situ for over 5 years. It is extremely difficult to predict which corneas will cloud further into a generalized bullous keratopathy, affecting visual acuity and requiring keratoplasty or corneal inlay, but it seems probable that Cases I7 and i 8 will ultimately cloud further. However, the majority of the above cases still retain a good visual acuity.
The duration of implantation seems to be the common denominator in the cases with corneal changes. The changes usually seem to be related to an area overlying the feet of the implant (Figure) corneal oedema corneal oedema nineteen eyes the feet of the implant passed through a peripheral iridectomy to lie on or in the ciliary body. The majority of the other eyes had the feet of the implant firmly embedded in the last roll of the iris. There was no eye in which the comeal endothelium was in contact with the implant and all the implants appeared to be firmly in place.
Peripheral anterior synechiae were often present between the feet of the implant. Pearce (I972), reviewing Binkhorst's personal series of primary implantation of iris clip lenses in aphakia, found that in only fourteen of the 72 cases were peripheral anterior synechiae present in the angle; the other cases were free of angle changes and the average peripheral anterior synechiae was only 17 per cent., so that the anterior chamber angle-fixation type of lens seems to be more likely to cause pathological changes in the angle of the anterior chamber than the iris clip lens. Refraction was performed where no up-to-date readings were available. Details of the correcting power of the lens and the visual acuity recorded after initial cataract surgery were obtained from the hospital and private records of the patients. The average corrected visual acuity was 6/6 after primary cataract surgery. Now the average uncorrected visual acuity is better than 6/24, only four patients having less than 6/6o vision, and the average corrected vision is 6/9. Two patients (Case 24with a corneal inlay for bullous keratopathy, which was noted before the insertion of a Mark VIII implant, and Case 8 with corneal dystrophy and vitreous fibrosis) have no useful vision (an incidence of 3 per cent.). 58 cases (85 per cent.) have a corrected visual acuity of 6/I2 or better, and 49 cases (73 per cent.) have a visual acuity of 6/9 or better. Pearce (1972) found that, in Binkhorst's series of primary implantations of iris clip lenses, 72 per cent. of cases with implants in situ for 5 years or more had a visual acuity of 6/9 or better, which emphasizes the generally good long-term visual results in both the Choyce Mark VIII anterior chamber lens and the Binkhorst iris clip lens when used to correct aphakia.
REFRACTIVE ERROR AFTER CATARACT SURGERY AND BEFORE AND AFTER IMPLANTATION OF THE CHOYCE
MARK VIII IMPLANT The refractive error was noted from the hospital records of the patients and when available the spherical and cylindrical component after primary cataract surgery was recorded.
The average spherical correction required was + or -I dioptre (range o to 4). 42 per cent. of cases required o 5 dioptre or less to obtain their maximum visual acuity.
The average cylindrical power of the correcting lens, from the most recent refraction, is 1-95 dioptres (range o to 4 5).
These findings emphasize the generally satisfactory situation obtained if a standard power lenticulus of the implant is used, and an optical power equivalent to I I dioptres in a spectacle correction seems to be generally satisfactory. The average increase in astigmatism of 0-5 dioptres after implantation can be ascribed to further corneal astigmatism from the temporal corneal incision and also in some cases to tilting of the implant. There seems to be little point in having the optical portion of the lens ground accurately to the power of the aphakic refraction in most cases, as this increases the cost of the implant and also may cause delays.
BINOCULAR FUNCTION
Orthoptic assessment was made in all cases. Most patients with reasonable vision in both eyes had good voluntary convergence with slight to moderate exophoria which was marked for near fixation. Of the 42 patients who had adequate vision to allow testing in both eyes, 32 (76 per cent.) had some degree of stereopsis, thereby supporting the opinion of Girard and others (I962) that intraocular lenses give a better chance of binocular function than contact lenses.
In Binkhorst's series, 72 per cent. had some degree of stereopsis (Pearce, 1972) .
Discussion
Long-term advantages of anterior chamber lenses in cases of aphakia To keep this discussion in perspective it should be remembered that these patients have not suffered the problems associated with the regular use of aphakic contact lenses. A patient who has had a successful uniocular cataract extraction who is unable to tolerate contact lenses and has an uncorrected visual acuity ofonly counting fingers, considers the operation to have been a failure from the only point ofview that he can appreciate, viz. the visual function. Ridley (I970), in his series of Tripod II anterior chamber implants, noted a visual acuity of 6/9 or better in 89 per cent of cases operated on since I 960, and in the present series the average corrected visual acuity is 6/9 in patients in which the average time since implantation has been 5-5 years. During the examination of patients, eleven of the earlier Mark V and Mark VII Choyce implant cases were examined; of these 8 I per cent. had enjoyed a vision of 6/I2 corrected, or better, for over IO years.
Corneal oedema in eyes with the Choyce Mark VIII implant over-lie the feet of the implant, as shown in the Figure (p. I02) Against primary implantation is the absence of visual and refractive assessment of the aphakic eye and the possibility of trying a contact lens which is feasible for patients. However, this investigation has shown that the majority ofpatients achieve reasonable vision with a standard power implant so that preoperative refraction seems to be of little importance. Choyce feels that the most powerful factor against primary implantation is that there is a greater ocular reaction, i.e. a postoperative uveitis.
Binkhorst (I973), in prescribing his iris clip lens, calculates the power of the lens from oculometric data such as that provided by keratometry, spectacle correction, anterior chamber depth, and ultrasound measurements of the actual length of the eye.
Bullous keratopathy in a case with anterior chamber angle fixation probably requires removal of the prosthesis as well as a perforating keratoplasty; whereas with the iris clip lens, providing the loops of the lens are well away from the endothelium, bullous keratopathy can be treated with penetrating keratoplasty leaving the implant in situ, the pupillary lens acting as an obturator in the pupil and reducing (I 970) , who has made pathological studies of 27 eyes with anterior chamber implants of various types, noted secondary glaucoma after angle closure by synechiae in ten cases. It was interesting that many eyes had a foot of the haptic portion of the implant lying on or in the ciliary body with no apparent irritation of the eye.
The configuration of the lens in the Mark VIII design keeps it well away from the corneal endothelium; this supports Choyce's claim that the Mark VIII implant is an appreciable refinement of the original Strampelli type of lens (Choyce, 1970) .
Of the eleven eyes with the earlier Mark V and Mark VII Choyce anterior chamber implant, two showed bullous keratopathy and another five had less extensive corneal epithelial oedema but the patients retained good visual acuity in the affected eye.
Conclusions
The last few years have seen an increased enthusiasm for the use of intraocular lenses for the correction of unilateral aphakia. Most workers in North America and Europe, however, seem to be using the pupillary lens of Binkhorst, either the four-or the two-loop design.
The Choyce Mark VIII implant is particularly valuable in the treatment of unilateral aphakia in patients unable to tolerate contact lenses, especially where there is free vitreous in the anterior chamber making the use of a pupillary lens difficult. Cases of traumatic cataract and those with large congenital, surgical, or traumatic colobomata of the iris are also very suitable for this type of implant.
Bullous keratopathy and corneal epithelial oedema occur with all types ofanterior chamber and pupillary lens implant, but the incidence on the whole is low and we should not forget that these complications occur in routine cataract surgery without the implantation of a prosthesis. Similarly, postoperative and late oedematous maculopathy after cataract surgery occurs both with and without intraocular implants. Binkhorst (I973) stated that oedematous maculopathy was observed in 26 eyes (3 per cent.) of his series of 865 implantations, but his current thinking is that the incidence of macular oedema is higher after intracapsular than after extracapsular extraction; while the incidence may be higher after implantation, it cannot be said that macular oedema is a complication peculiar to either anterior chamber or pupillary lenses.
It would seem advisable to avoid anterior chamber fixation lenses in cases with pre-existing narrow angles, extensive preoperative peripheral anterior synechiae, and pre-existing open-angle glaucoma in view of the danger of further angle damage after implantation.
In conclusion I should like to emphasize that the general visual results, including binocular function and patient satisfaction, are excellent in the majority of cases examined. Summary 68 eyes in which Choyce Mark VIII anterior chamber lenses had been implanted were examined, all surgery having been performed by Mr. Choyce. The average time since implantation was 5-5 years and in 85 per cent. of eyes the corrected visual acuity was 6/i 2 or better. Bullous keratopathy, corneal epithelial oedema, and peripheral anterior synechiae giving rise to glaucoma were the most serious complications. Visual result, binocular function, and patient satiFfaction were generally very good.
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